Virginia Department of Mental Health, Mental Retardation, and Substance Abuse Services
Children and Adolescents M ental Health Services|nitiative Cover Form

Client Information:

Client Name: CSB Client ID #: DOB:

5/8 CAFAS Score: 4/7 PECFAS Score: Date Given:

Race:  African-American ~ Caucasan _ Hispanic ~ Asian _ Other Sex: = Mae _ Female

Referral Source:  PrivateProvider ~ JuvenileJustice = CSB~~ CSU ~ DSS  Parent  Health Dept.
___ PublicSchools ~ Other:

Brief Summary of problemsleadingto serviceneed: (include DSM diagnosisif applicableand current medications)

Plan & Locality I nformation:

Typeof Plan:  NewlISP/ISFP  Revised ISP/ISFP

Dateof FAPT: Date of CPM T mesting:

CSB: CPMT Locality
Licensed CSB person

over seeing plan: Phone ()
CPMT/FAPT Agreement:

Thelocal CPM T/FAPT hasapproved thel SP/I SFP for utilization of I nitiative Fundsfor thiscaseand certifiesthat

thisyouth’sserviceplan, or elementsof thisplan for which thefundsarebeing requested are not currently being
funded.

Authorized CPMT Representative Signature Date Amount Approved
(please print)

CSB Agreement:

The CSB abovecertifiesthat theinformation given iscorrect and that the service plan or elementsof the service
plan arenot currently being funded and that this youth meetsthe criteria for Child and Mental Health Priority
Population. The CSB under stands and will comply with the procedures outlined in the current Children and
Adolescent M ental Health Services|nitiative FY2002. The CSB under standsthat outcomesaremonitor ed through
DMHMRSAS concurrent review process, Performance and Outcome M easurement System (POM S) for children
and other methodologies.

Authorized CSB Representative Signature Date
(please print)
Please Check:
FAPT IFSP or CSB | SP attached Individualized ServicesPlan Summary Form(DMHMRSAS form) Attached

— CAFASor PECFAS Scoring Summary Sheet Attached
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